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Background Shared Decision Making (SDM) is a process of
engaging patients in health decisions that involve multiple medi-
cally appropriate treatment options. Despite growing public and
policy support for patient engagement in health decisions, SDM is
not widely practiced in clinical settings.

Objective The purpose of our study was to explore clinicians’ atti-
tudes, beliefs and perceived social norms about engaging in SDM
behaviours.

Design Semi-structured qualitative interviews were conducted with
physicians in five practice areas.

Setting and participants This study was conducted at an academic
medical centre in St. Louis, MO. The final sample included 20
physicians: five surgeons, five OB/GYNs, four medical oncologists,
five internists and one emergency medicine physician.

Results Clinicians described a number of beliefs and cultural- and
system-level obstacles to the widespread implementation of SDM,
such as how to engage in discussions of cost, uncertainty and
clinical equipoise and how to engage patients across various socio-
economic backgrounds.

Conclusion Although a large number of participants expressed gen-
eral support for incorporating SDM into practice, most held funda-
mentally inconsistent beliefs about practicing specific SDM
behaviours. More extensive training of physicians at all levels (pre-
and post-licensure) can help increase clinicians’ confidence in SDM
skills. Developing methods of integrating SDM into the institutional
framework of hospitals and training programmes could also increase
clinicians’ motivation to practice SDM and work to change the
culture of medicine such that SDM behaviours are supported.

2465



2466 Physicians’ perceptions of SDM behaviours, R Zeuner et al.

Introduction

Shared decision making (SDM) is a process of
engaging patients in health decisions with multi-
ple medically appropriate treatment options.
During SDM, clinicians and patients share
information about the decision, discuss patients’
preferences for different available options and
collaborate to reach a decision.' ™ The majority
of patients desire some involvement in their
health decisions.” !> Even when patients prefer
that clinicians make the final decision, nearly all
patients want to be provided with accurate
information about treatment options and asked
about their preferences.>'%!¥13

Despite growing public and policy support for
SDM, ' '® it is not widely practiced in clinical
settings.!*197%2 Several factors can create barri-
ers to SDM for patients and clinicians. From
the patient’s perspective, patients with lower
self-efficacy for engaging in decisions might be
hesitant to take an active role in making choices
about their care.”'® Furthermore, patients might
not expect to be given options and might not
have a mental model for engaging in SDM.”-*34
Many patients fear being labelled “difficult” by
their clinician if they disagree with a clinician’s
recommendation, worrying that this could lead
to lower quality care.?**>

Clinicians can alleviate these fears and sup-
port patients through SDM through patient-cen-
tred communication strategies.”**® Providing
patients with information in understandable
ways, including through decision support inter-
ventions, can increase patients’ willingness and
confidence engaging in decisions.”” However,
many clinicians cite barriers to SDM such as
lack of time to engage patients in a potentially
lengthy discussion about multiple treatment
options and lack of SDM training."” In addition,
although SDM is not appropriate in all circum-
stances, clinicians often assume that patients
prefer not to be involved, without asking them.
Yet these assumptions are not always accurate
reflections of patients’ preferences.** 3 Evi-
dence suggests that patient characteristics are
not strong predictors of decision role prefer-

ences,” *® and many patients report that they

wanted more involvement in their health deci-
sions than they received.®”*

Patients often feel that clinicians lead and
control clinical encounters.”® Because many
patients want to be engaged in choices about
their care but are often unsure how it is impor-
tant that clinicians support this approach in
order for SDM to occur.?**>?® Although some
past studies have examined physicians’ barriers
and facilitators to adopting SDM,*!"?? few
studies have focused on clinicians’ perceptions
of specific communication behaviours necessary
for SDM and predictors of those. Our study
aimed to explore clinicians’ attitudes, beliefs
and perceived social norms about SDM
communication behaviours through semi-
structured, qualitative interviews with physi-
cians in five practice areas: obstetrics and
gynaecology, internal medicine, emergency
medicine, medical oncology and surgery.

Methods

Theoretical orientation

Our qualitative interview guide drew on Fish-
bein’s Integrative Model of Behaviour Predic-
tion.*'* This theory is based on several
widely used models of behaviour change: the
Theory of Reasoned Action,** the Theory of
Planned Behaviour,”> the Health Belief
Model*® and Social Cognitive Theory.”” The
theory posits that behaviour is a product of
attitudes, perceived social norms and self-effi-
cacy related to the behaviour. Our semi-struc-
tured qualitative interview guide explored
physicians’  beliefs  underlying  attitudes,
perceived social norms and self-efficacy for
engaging in key SDM
behaviours.>’* The questions for our inter-
views were derived from this theory and from
previous studies that used this theory to guide
qualitative exploratory studies about SDM.*

communication

Participants and recruitment

We recruited clinicians affiliated with an aca-
demic medical centre in St. Louis, MO, USA.
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Semi-structured qualitative interviews took
place between October 2012 and April 2013.
The study was approved by the Washington
University Human Subjects Research Protec-
tion Office.

Our goal was to recruit physicians across dif-
ferent practice areas to ensure diversity in clini-
cal experiences. Clinicians were approached via
email to Department and Division leaders to
invite them to participate in a research study
aiming to better understand how they talk to
their patients about health decisions with more
than one option available and no clear best
choice. Details about the study and how to
schedule an interview were included in the
email. We recruited resident physicians as well
as more senior practicing physicians and
encouraged those contacted to forward the
email and refer colleagues. Once the physicians
indicated interest, one of two trained interview-
ers (RZ or MP) arranged a time to conduct
informed consent and complete the interviews.
Recruitment ceased once we reached thematic
saturation and no new themes were emerging
from the interviews.

Twenty-two physicians were approached;
one declined participation and one was unable
to participate due to scheduling (91% response
rate). The final sample included 20 physicians:
five surgeons, five OB/GYNs, four medical on-
cologists, five internists and one emergency
medicine physician. Table 1 shows the demo-
graphic characteristics of participants.

Interviews

All interviews were conducted by two members
of the research team (RZ and MP) who were
trained in qualitative interviewing methods.
Quality control was conducted to ensure inter-
views were similar across interviewers. We first
conducted training and practice interviews,
which we audio recorded and discussed to
identify areas requiring additional probing
beyond the questions listed in the guide. We
then began conducting interviews, reviewing
audio recordings after the first five completed
to discuss procedures and the interview guide.

© 2014 John Wiley & Sons Ltd
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Table 1 Demographic characteristics of

(n =20)

study sample

Characteristic Number (%)

Sex
Male 7 (35)
Female 13 (65)
Years in practice
0-2 2 (10)
3-5 10 (50)
6-10 7 35)
>10 1(5)
Practice area
Internal medicine 5 (25)
Emergency medicine 1(5)
Medical oncology 4 (20)
0B/GYN 5 (25)
Surgery 5 (25)
Knowledge of SDM
Heard of SDM 19 (95)
Full understanding of SDM 6 (30)

We collected limited demographic information so as not to reveal
identifying information about participants.

The goal of the interview was to elicit physi-
cians’ underlying beliefs about attitudes, per-
ceived social norms and self-efficacy to engage
in four key SDM communication behaviours:
(1) acknowledging a decision to a patient, (ii)
describing potential benefits, potential risks
and cost of options, (iii) eliciting patients’ val-
ues and preferences and (iv) responding to a
patient who disagreed with a recommendation.
We selected these behaviours because they have
been previously identified as key components
to engaging in SDM*?® and because many
have been identified as challenging for physi-
cians,20-23.38

Initially, participants were asked whether
they had heard about SDM and were invited
to provide general reactions. Next, they were
given a definition of SDM, an example of a sit-
uation in which SDM might be appropriate in
their specialty area, and an example of a deci-
sion support intervention. We defined SDM as
follows:

Shared decision making is a model of collabora-
tion between patients and their clinicians to
reach an agreement about a health decision
involving multiple medically appropriate treat-
ment options. Oftentimes, there is no clear ‘best’
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option for a patient’s health condition. Instead,
it has been argued that the choice depends on
how the patient values the possible outcomes for
different options.

See Appendix S1 for the complete Interview
Guide. The purpose of this was to give partici-
pants context and frame the conversation
around the example. We then asked them to
consider advantages and disadvantages of
SDM behaviours to identify beliefs underlying
attitudes about SDM, questions about who
might approve or disapprove of them engaging
in SDM to elicit beliefs underlying perceived
social norms and questions about circum-
stances that might make it difficult to engage
in SDM to elicit beliefs underlying self-
efficacy.

Participants led the discussion, so topics of
particular salience to them were explored in
greatest detail. However, the interviewer
ensured coverage of all topic areas. Interview-
ers probed participants with follow-up ques-
tions to clarify a response or gather more
information using standard qualitative inter-
viewing techniques.” Interviews ranged from
20 to 40 min. Participants completed a short
questionnaire about demographics, practice
area and years in practice. Participants were
given a $10 gift card for remuneration.

Data analysis

The audio-recorded interviews were transcribed
verbatim. Members of the project team
reviewed the transcripts and developed a preli-
minary codebook. Research team members
then coded five transcripts and discussed revi-
sions to the codebook for the next coding
stage. Categories and subcategories within and
across interviews were identified. These were
categorized into overarching themes based on
both the frequency and emotive force conveyed
by the participants when discussing responses
to the interview questions.

All transcripts were then coded by at least
two research staff using the refined codebook.
To reach consensus, coders discussed inconsis-
tent codes. If consensus could not be reached,

a third team member was consulted. Through
this systematic thematic analysis process,”® we
were able to identify themes and dominant
trends across interviews. We used these overall
themes to organize the presentation of our
results. The quotes included in the results were
selected because they represented the overall
meaning of participants’ statements.

Results

General support for SDM amongst participants
and institutional leaders

Most participants expressed overall support for
SDM and a shift in the culture of medicine to
support these patient engagement strategies.
This was expressed especially amongst those
who have received informal or formal SDM,
communication skills and/or patient-centred
care training. As one internist described:

...there has been a shift in the culture of medi-
cine I believe to engage the patient more in
decision making. (Internal Medicine, Female, 6—
10 years in practice)

Another clinician explained:

We are taught from a very early stage to include
the patient in all decision making processes to
protect their autonomy. (Internal Medicine,
Male, 3-5 years in practice)

This idea was echoed by a surgeon who
explained that she had learned specific SDM
goals through formal coursework. She
expressed the need to give patients the tools to
engage in their health decisions:

...[my role is] communicating in a language they
will understand and going into as much depth as
they’re willing.. .involving them in their care
helps them to make a decision they feel is most
appropriate for them and their lifestyle...I'm
there to provide information about the best
available evidence...to engage them in a discus-
sion so they know what to expect, they know
they trade-offs, they can participate in the deci-
sion. (Surgery, female, 6-10 years in practice)

Clinicians generally felt that their mentors
and supervisors would approve of them engag-

© 2014 John Wiley & Sons Ltd
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ing in SDM with patients. As one surgeon
explained,

In my surgery training, there would be certainly
approval from my attendings [and that is help-
ful]. (Surgery, Male, 6-10 years in practice)

Similarly, an emergency medicine clinician
suggested that most approve of acknowledging
decisions to patients, that is discussing multiple
options with the patient and facilitating the
decision-making process though effective com-
munication:

I would, T would say nowadays that way we
teach communication skills with our medical stu-
dents and residents and in medical educa-
tion...the vast majority would approve that
that’s the best course of action to do it that way
[to acknowledge decisions to patients]. (Emer-
gency Medicine, Male, > 10 years in practice)

Fears about being perceived as incompetent
when discussing equipoise

Although there was overall support for SDM,
participants expressed a difference between
supporting SDM in theory and actually prac-
ticing it. Many participants expressed discom-
fort with specific components of SDM even
when they supported the idea of patient
engagement overall. For example, many physi-
cians were concerned about explaining the con-
cept of equipoise to patients, fearing that
patients would interpret this as a sign of physi-
cians’ incompetence and not as indicative of
the state of the scientific evidence. This was a
larger concern amongst newer physicians. As
one OB/GYN summarized:

. maybe they think that I don’t know what to
do, and I am asking them...sometimes I think
the disadvantage is that the patient may lose
some confidence in you... (OB/GYN, Female, 3—
5 years in practice)

Similarly, one internist noted:

[I worry that] sometimes maybe it may be viewed
as incompetency rather than the correct thing to
say to a patient. (Internal Medicine, Female, 3—
5 years in practice)

© 2014 John Wiley & Sons Ltd
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Physician biases when engaging in SDM with
particular patients

Many physicians suggested that it was more
challenging to engage in SDM with particular
patients. For example, they felt that patients
with less education might feel overwhelmed by
engaging in SDM. One physician noted:

I think that sometimes when you feel like their
education is limited, their education background
is limited, sometimes I feel like if we lay all the
options out there sometimes it confuses them
and they are not really making a good decision
in the end. (Medical Oncology, Female, 6—
10 years in practice)

Another felt that these patients might prefer
more paternalistic models of care:

...particularly in, in situations when patients
don’t have a very high education level they sort
of rely on their doctor to sort of tell them what
is the best option and they sort of just default to
that. (OB/GYN, Female, 6-10 years in practice)

Similarly, another commented that:

Patients who... maybe have less schooling, less
understanding of uh their own body or their own
health care issues are more accepting of being
kind of told what to do... (OB/GYN, Male, 3—
5 years in practice)

When prompted to describe how they know
if a patient is educated enough to engage in
SDM, some mentioned whether or not patients
come prepared with questions or outside infor-
mation, as described by this clinician:

...if it seems like they have had a pretty good
level of understanding, they read up or they seem
educated on the situation, it’s easier to discuss
options with them. (Medical Oncology, Female,
6-10 years in practice)

Trainees’ concerns about practicing SDM with
less supportive mentors

Concerns about how to engage in SDM could
stem from difficulty practicing SDM behaviours
whilst in training. Despite the feeling amongst
many that the culture is shifting towards
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supporting SDM, some participants said they
were reluctant to engage in SDM when they
worked under the supervision of a more experi-
enced physician who did not accept the SDM
approach. One OB/GYN described that:

... [some] older physicians tend to come from a
school of thought where you have to have, where
you need to be paternalistic when talking to your
patients and guide them to the decision...some
colleagues would say you need to present what
option you think is truly best. (OB/GYN, female,
3-5 years in practice)

Many newer physicians thus felt that SDM
was challenging to practice when they had
senior mentors who did not support or under-
stand this model, as one clinician explained:

You get used to people’s practice style and
respect that it’s their clinic. So you are going to
practice under their style as much as possible
[whilst in training]. (Medical Oncology, Female,
6-10 years in practice)

Dealing with disagreements during SDM

Several physicians described discomfort when a
patient disagrees with a recommendation and
described difficulty balancing disagreements
with the decision-making process. Some physi-
cians felt that disagreements resulted from their
shortcomings describing options. As one OB/
GYN noted when describing the process of a
patient disagreeing with her:

Maybe I didn’t explain myself clearly and she
may not have understood why I thought that
would be the best option for her... the bottom
line is that there is a breakdown in communica-
tion. (OB/GYN, Female, 3-5 years in practice)

Others (even those who felt they supported
SDM) mentioned feeling as if patients are chal-
lenging their knowledge and training by dis-
agreeing. This belief often represented a failure
to recognize that preference-sensitive decisions
have more than one reasonable option. One
internist noted:

Uh if a patient disagrees, there’s always that ini-
tial sense of like ‘Oh wow.” You know it’s like,
‘Why did you disagree with me? ...I have been

training this long and my opinion should be, you
know, technically should be correct. (Internal
Medicine, Male, 0-2 years in practice)

Similarly, some participants felt disagree-
ments during SDM could stem from patients’
inexperience, including this surgeon who
expressed:

... [I would be] wondering if they understand the
significant complications that would lead me to
make a recommendation...wondering if they
understand what I’'m saying, wondering if they
are just fixated on something that is not realis-
tic... (Surgery, Female, 3-5 years in practice)

An internist similarly felt that limited educa-
tion could lead patients to disagree with their
clinicians:

[I would think] that they have some sort of bias

or some sort of [lack of] education that would

make them go against what you think and I

would certainly question that and try to get to the

bottom of why they are thinking that way. (Inter-
nal Medicine, Female, 3-5 years in practice)

A few clinicians were more comfortable with
patients disagreeing with them and recognized
the SDM principle that patient preferences are
essential to successful treatment planning. One
internist described:

...either way, I mean, to me it just seems like if
it is not congruent with what someone values or
believes or fits into their lifestyle, I mean I can
write as many scripts as I want but the person,
the patient is the person who has to live with it
and take the medication. (Internal Medicine,
Female, 0-2 years in practice)

Concerns about SDM adding time pressure to a
busy consultation

Time and the specific clinical setting were iden-
tified as barriers to engaging in SDM. Even
when participants supported the idea of engag-
ing patients in SDM, many noted that lack of
time can make these discussions more difficult
to have.

One internist described:

... [I don’t think that] anyone would say well I
think shared decision making is bad, it would be

© 2014 John Wiley & Sons Ltd
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more like, well I don’t know, there is this many
people on the schedule, or there is somebody
waiting, those kinds of issues... (Internal Medi-
cine, Female, 0-2 years in practice)

Another mentioned:

...there is less time for answering questions, for
asking questions just because there is no time-
...it’s best if you are not late at all either,
because that makes an irritated patient and an
irritated patient doesn’t want to have a discus-
sion with you. (Internal Medicine, Female, 6—
10 years in practice)

Furthermore, the lack of time can make phy-
sicians feel pressured to make a particular rec-
ommendation without engaging in SDM, as
described by this clinician:

I think a lot of times when you are strapped for
time...you don’t have time to discuss what the
risks and benefits of the option are, and not
thoroughly discuss each option available some-
times that may railroad a physician into saying,
this is what you need to do, this is definitely
going to be the choice, this is going to be the
best option. (OB/GYN, Female, 3-5 years in
practice)

Uncertainty discussing costs with patients

Most clinicians expressed concerns about dis-
cussing costs with patients and reconciling
issues around cost (some of which are
unknown to the clinician) with the other facts
about tests or treatment options. They ques-
tioned whether it was even appropriate to dis-
cuss costs with patients during SDM. As one
OB/GYN noted:

One of the hardest things is...if we're taking a
patient into the operating room for instance, |
can’t tell them how much it’s going to cost...lack
of insurance coverage is [also] a hugely challeng-
ing piece. Um and for patients who then have to
balance the risks and benefits of the medical
options, plus the risks and benefits of putting
their financial well-being at risk...it is a huge
obstacle for this kind of stuff. (OB/GYN, Male,
3-5 years in practice)

One surgeon expanded on the difficulty of
knowing the cost of treatments for the patient:

© 2014 John Wiley & Sons Ltd
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I think cost is a difficult discussion to have
because it’s difficult to know exactly what the
costs are to the patients, to the system. I think
that’s something that we just don’t know much
about as physicians.... (Surgery, Female, 3-
S years in practice)

Several participants felt that describing costs
might dominate the discussion of options and
distract from the medical risks and benefits of
options, including this medical oncologist:

I think that the cost is, I mean I think it’s a dis-
advantage for the patient because they are going
to pick the cheapest even if it’s not the option
that has the best risk benefit ratio to them.
(Medical Oncology, Female, 6-10 years in
practice)

Discussion and conclusion

Discussion

Our study explored physicians’ beliefs about
practicing SDM communication behaviours
through semi-structured, qualitative interviews
with physicians in five practice arcas. Although
a large number of participants expressed gen-
eral support for incorporating SDM into medi-
cine and described a cultural shift towards
patient engagement in decisions, many held
fundamentally inconsistent beliefs about engag-
ing in key SDM behaviours.

A core component of SDM is eliciting
patient values and preferences for different
treatment options. Many participants stated
that they felt comfortable discussing patients’
values and preferences, yet several described
concerns about responding to patients who dis-
agree with a recommendation. Some felt their
expertise and clinical experience were being
challenged if patients disagreed with a recom-
mendation. This concern could imply that
some physicians believe there is one best choice
for a patient. However, the process of SDM
can illuminate that this choice might not be the
best for a patient after considering his/her val-
ues and preferences.*” When patients disagree
with a treatment recommendation, it can be
the result of an inconsistency between their
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preferences and physicians’ perceptions of these
preferences. Past research indicates that physi-
cians’ inferences about patient values and pref-
erences are often inaccurate even amongst
physicians with more clinical experience and
longer patient—physician relationships.” Engag-
ing a patient in a discussion of values and pref-
erences 1s therefore essential to avoid a
“misdiagnosis” of patient preferences.***!
Participants of all levels of experience and
practice areas mentioned specific characteristics
of patients that discourage them from practic-
ing SDM. Many assumed that patients with
limited education, health literacy or under-
standing of their condition prefer a more pater-
nalistic model of care. However, past research
shows that these patient factors are not clear
predictors of desire or willingness to engage in
SDM.7:8:13:14.1642745 ngtead  of pre-screening
patients and determining (without asking) who
might want to engage in SDM, clinicians could
explore patients’ decision role preferences,*
describing clinical equipoise and providing an
overview of why patients are invited to partici-
pate in decision making. Next, they could
explicitly ask patients about their desired role
in decision making once patients are made
aware how their preferences could affect their
choice.*® This process could be explored in
future projects focusing on training clinicians
in SDM and implementing SDM in practice.
During SDM, clinicians and patients share
information about decisions involving multiple
medically appropriate treatment options.'™
Many physicians, however, felt that discussing
uncertainty and clinical equipoise might reflect
on their skill set rather than the state of the
scientific evidence. This concern was stronger
amongst newer physicians. Support and men-
torship from senior physicians could facilitate
training in SDM and comfort describing uncer-
tainty amongst younger physicians. Senior
mentors might need training in SDM skills and
there are some SDM training programmes
designed to support continuing professional
development of practicing clinicians.***” Incor-
porating these programmes might be just as
important as emphasizing interprofessional

programmes at the pre-licensure or training
level, to ensure that newer physicians can
model discussions after examples set by super-
visors and training directors.*>*’ The use of
simulation centres could be extended used to
practice SDM communication in addition to
other clinical skills. Such training experiences
could be explored and evaluated in future
research.

In addition to individual clinician and
patient level factors, participants described fac-
tors of the clinical setting that affect their per-
ceived ability to practice SDM. For example,
they felt most comfortable engaging in SDM
when they are less time-pressured, or when
they have additional consultation rooms or
computers available for patients to view deci-
sion support interventions. However, partici-
pants stated that these situations are the
exception rather than the norm, and system-
level challenges such as lack of time and
resources make it more difficult to engage in
SDM. These system-level constraints are also
barriers to other clinical innovations and are
not unique to SDM.? Increasing clinicians’
motivation to practice SDM through the sup-
port and culture of hospitals, clinics and col-
leagues, or perhaps through external incentives
could help overcome the systems level barri-
ers.*® Increasing patients’ access to effective
decision support interventions that can be used
outside of the consultation could prepare
patients for SDM discussions without adding
time to an already time-pressured visit.?**’

Discussions of cost were almost universally
described as difficult. Many treatment costs are
unknown to clinicians given differences in
insurance coverage and variation in fees that
could be incurred during the course of proce-
dures. Clinicians felt that costs were important
to discuss because of the impact cost has on
the patient, but, considering the number of
unknowns about cost, discussion of cost should
not impact the open discussion about evidence
and patients’ preferences. This concern over
cost is more prevalent in US medical settings
than abroad given the structure of health-care
financing. It might be premature to suggest
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that costs should always be discussed during
SDM by clinicians during clinical encounters.
However, given that costs are an integral parts
of patients’ decision-making processes, perhaps
policy changes increasing transparency in
health-care costs could aid the SDM discus-
sion. More research is needed to explore when
and how to incorporate costs into patients’
decisions.

Our study findings should be interpreted
through the lens of a qualitative study design.
The qualitative approach allowed for an
in-depth exploration of beliefs underlying
attitudes, perceived social norms and self-
efficacy for engaging in SDM behaviours that
goes beyond information that could be gath-
ered using a closed-end survey format. Partici-
pants led the discussion and shared their
responses to questions about SDM. However,
some limitations of this study should be con-
sidered. We interviewed a convenience sample
of volunteers in one academic medical centre
from five specialty areas. We chose a diversity
of practice areas rather than focusing on just
one area where results could have indicated a
general training bias in that practice area. We
selected these practice areas because of the
strong guidelines suggesting that SDM is a
core component of these areas*>* and the
uncertainty inherent in many decisions associ-
ated with these practices. Second, these areas
were quite varied in terms of training experi-
ences, so consistent themes across practice
areas might be attributed to overall trends and
not practice-specific norms. We did not analyse
differences by subspecialties in depth due to the
small sample. In addition, because our sample
reflects a younger cohort of physicians and
some literature suggests that older individuals
are less likely to engage in SDM.,'™> our
results are likely overly positive about general
feeling towards SDM implementation. Finally,
our study was conducted with clinicians in an
academic medical centre. However, previous
research in community-based primary care cen-
tres has shown similar perceived barriers to
implementing SDM and the use of DESIs
including the structure of the clinic, the patient
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population in terms of education and motiva-
tion, the work environment, staff resources and
time.’® In fact, academic medical centres tend
to have more resources than community set-
tings to implement SDM and SDM training;
thus, challenges are likely greater in community
settings and should be explored in additional
studies. Our results could be used to guide fur-
ther explorations of these questions in larger
samples and practice areas. Quantitative stud-
ies could further examine these themes and
examine whether factors such as age, years in
practice, specialty area, practice setting or gen-
der influence perceptions of SDM.

Conclusion

Our research suggests that physicians perceive
a number of individual, cultural and system-
level obstacles to engaging in SDM communi-
cation behaviours.

Practice implications

More extensive training of physicians on how
to engage in discussions of clinical equipoise,
uncertainty and cost and how to engage in
SDM with patients across varied socioeco-
nomic backgrounds could help increase clini-
cians’ confidence in SDM skills. Developing
methods of integrating SDM into the institu-
tional framework of hospitals and training pro-
grammes could also increase clinicians’
motivation to practice SDM and work to
change the culture of medicine such that SDM
behaviours are supported.
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